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Working With Refugees in the U.S.: Trauma-Informed and Structurally
Competent Social Work Approaches
Jason Ostrander
Alysse Melville
S. Megan Berthold
Abstract: Social workers, government, and non-governmental organizations in the United
States have been inadequately prepared to address the impact of trauma faced by refugees
fleeing persecution. Compounding their initial trauma experiences, refugees often undergo
further traumatic migration experiences and challenges after resettlement that can have
long-lasting effects on their health and mental health. Micro and macro social work
practitioners must understand the impact of these experiences in order to promote policies,
social work training, and clinical practice that further the health and well-being of
refugees and society. Social workers are in a unique position to provide multi-dimensional,
structurally competent care and advocacy for diverse refugee populations. The experiences
of Cambodian refugees will be used to examine these issues. We will explore the benefits
of an ecological perspective in guiding interventions that support refugees, and will apply
the framework of structural competence to highlight multidimensional implications for
social work with refugee populations.
Keywords: Refugees; trauma; ecological perspective; structural competence
Of the 21.3 million refugees worldwide, more than 3.3 million (15.5%) have been
resettled in the United States since 1975 (United Nations High Commissioner for Refugees,
2016). Refugees are individuals who were forcibly displaced from their home and across
an international border due to conflict or persecution. A refugee is a person who,
owing to well-founded fear of being persecuted for reasons of race, religion,
nationality, membership of a particular social group or political opinion, is outside
the country of his nationality and is unable or, owing to such fear, is unwilling to
avail himself of the protection of that country. (UN General Assembly, 1951,
Article 1[A][2])
They flee seeking safety. Oppression, discrimination, war, and other traumatic
experiences are common (UNHCR, 2016). As global crises continue, and the need for
refugee resettlement grows, social workers must rise to address the unique needs of this
population. The refugee experience does not simply begin upon entry in the host country,
but instead is comprised of a “continuum of displacement, transition, and resettlement”
(Catolico, 2013). Working with refugees requires an understanding of their pre-migration,
migration, and post-migration trauma and other experiences (George, 2012).
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Pre-Migration & Transition
Many refugees have been forced into migration and resettlement due to exposure to
violence and/or other traumas in their home country, including political violence,
discrimination, child abuse, war, human trafficking or other human rights violations.
Refugees report high rates of torture, including witnessing torture of family members or
others, physical beating, rape/sexual assault, and deprivation of food and water
(Hooberman, Rosenfeld, Lhewa, Rasmussen, & Keller, 2007). Estimated rates of torture
exposure reported by refugees living in the United States range from 21% (Steel et al.,
2009) to 44% (Higson-Smith, 2015). However, these numbers may underreport the true
rate, in part due to stigma and fear associated with disclosure experienced by survivors.
Malnutrition is also a common pre-migration experience of refugee adults and children. A
recent study of 982 refugee children aged 0 to 10 newly arrived in the United States found
that 45% experienced at least one form of malnutrition (Dawson-Hahn, Pak-Gorstein,
Hoopes, & Matheson, 2016).
Unfortunately, with a few notable exceptions (Willard, Rabin, & Lawless, 2014),
refugee screening upon arrival in the United States often does not include assessment of
exposure to torture and other traumas pre-migration. Only half of U.S. states reported
providing any mental health screening to recently arrived refugees, and of those, less than
half directly asked refugees about war trauma or torture exposure (Shannon et al., 2012).
This was despite the fact that refugees experience high rates of trauma during the premigration and transition experience. Many communities do not offer culturally-appropriate
and linguistically accessible services to treat trauma and torture in any or all of the refugee
groups resettling in their area, a violation of refugee rights to adequate health care (United
Nations Committee on Economic, Social and Cultural Rights, 2000).
Trauma in one’s home country is often not the sole adversity experienced during the
process of refugee migration. Poorer outcomes have been noted for refugees who are
displaced into temporary or institutional accommodations, such as refugee camps,
compared to those who are placed in permanent, private residences in the host country
(Porter & Haslam, 2005; Steel et al., 2009). Many refugee camps have documented patterns
of abuse, excessive force, inhumane treatment, health risks (including communicable
disease and lead exposure), and other human rights violations (Janmyr, 2014).
Resettlement
Issues that impact refugees upon resettlement include potential marginalization,
socioeconomic disadvantage, acculturation difficulties, loss of cultural and social support,
and cultural bereavement (Porter & Haslam, 2005). These issues must be considered as
part of the migration experience. Refugee families may resettle into temporary or unstable
housing and face employment and financial stressors. In addition, studies of post-migration
challenges that refugees in developed countries face have documented exposure to
community violence (Berthold, 2000), limited social networks (Dharod, Xin, Morrison,
Young, & Nsonwu, 2013), difficulty finding formal childcare (Morantz, Rousseau, Banerji,
Martin, & Heymann, 2013), and food-related challenges (Dharod et al., 2013).
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Current federal support for refugees resettling in the United States covers health care,
financial subsidies, case management services, English as a Second Language classes, and
employment/job readiness services (Office of Refugee Resettlement, 2016). As noted
above, refugees may be screened in the states in which they resettle; however, the screening
content (namely whether it includes physical and/or mental health screening) is at the
discretion of state policies, and often is merely an informal, conversational screening, if
any (Shannon et al., 2012). Benefits offered to refugees are limited to an 8-month period,
after which only provisionary support is offered to those who qualify.
As an acknowledgement of the high prevalence of torture experienced by refugees and
asylum-seekers (and some other immigrants) in the United States, federal support is
provided to agencies that deliver specialized services to torture survivors. The Torture
Victims Relief Act (TVRA) of 1998 recognizes the need that many torture survivors have
for rehabilitation, and outlines the authorization of U.S. funding to provide treatment and
social and legal services for torture-exposed refugees, research, as well as training to
support health care providers working with these refugees (TVRA, 2016). The Services for
Survivors of Torture Program of the Office of Refugee Resettlement provides
approximately $10.5 million annually towards grants to agencies to provide traumainformed, holistic, and strengths-based services to torture survivors and their families to
promote rehabilitation (ORR, 2016).
However, support for refugees varies significantly at the state level, with little
consideration by federal agencies for the health needs of incoming refugees when deciding
resettlement locations (Agrawal & Venkatesh, 2016). Despite the efforts of the Torture
Victims Relief Act, there are insufficient specialty clinics to serve all tortured refugees in
need. U.S. social service systems often remain complex and difficult to navigate, and some
torture survivors face eligibility restrictions for these programs, leading to difficulty
accessing or paying for health care services (Ku & Matani, 2001; National Consortium of
Torture Treatment Programs, 2015).
This paper seeks to explore the experience of Cambodian refugees in the United States
more than three decades’ post-resettlement. This case study of a single refugee group will
be used to better understand the ecological impact of the refugee experience, and to provide
recommendations for practice, policy, and education for those working with and
advocating for refugee populations.
Cambodian Displacement &Transition in Refugee Camps
One of the largest genocides in the past century was perpetrated in Cambodia from
1975-1979 by the Khmer Rouge. Approximately 1.5 million Cambodians died as a result
of starvation or murder (Kiernan, 2008). Those who survived recounted high rates of
trauma and torture, including near-death starvation, death threats, forced labor, the murder
of family members or friends, and witnessing beatings and killings (Marshall, Schell,
Elliott, Berthold, & Chun, 2005; Mollica, Brooks, Tor, Lopes-Cardozo, & Silove, 2014;
Mollica et al., 1993). Additionally, head trauma has been reported by those who survived
the genocide, with prevalence rates documented as high as 18% (Mollica et al., 1993).
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Following the end of the Pol Pot regime in 1975, over 500,000 fled Cambodia to be
resettled in host countries (Tasker, 1993). During the time of transition, many Cambodians
were settled temporarily in refugee or displaced persons camps. Some Cambodians spent
many years in these Thai-Cambodian border camps, where reports of lack of food, water,
shelter, and medical care were documented (Mollica et al., 1993). Those who survived the
Khmer Rouge regime were more likely uneducated and unskilled laborers, and also more
likely to be widowed women (Kula & Paik, 2016). While high rates of poor self-reported
health, PTSD, and depression have been documented in Cambodians in a Thai-Cambodian
border camp (Mollica et al., 1993), a number of protective factors, such as positive work
status and economic activity, involvement in religious practices, and involvement in caretaking activities have also been identified (Mollica, Cui, McInnes, & Massagli, 2002). Such
protective factors would be valuable to promote in current refugee and displaced persons
camps and in countries of resettlement.
Cambodian Resettlement
Approximately 190,000 Cambodian refugees resettled in the United States following
the end of the Pol Pot regime (National Cambodian American Health Initiative, 2007), with
the highest numbers arriving between 1979 and 1986 (Kula & Paik, 2016). Most had
limited proficiency in English and were faced with restricted education and employment
opportunities upon resettlement. Coupled with the impact of their traumatic experiences,
these factors compromised the early efforts of Cambodian refugees at becoming selfsufficient. During initial resettlement, much of the support to the newly arriving
Cambodians came in the form of time-limited cash assistance from the Office of Refugee
Resettlement. Cambodian Mutual Assistance Associations (CMAAs), community-based
organizations founded in the 1980s to support acculturation and resettlement, provided
grass-roots community support. The CMAAs were staffed with Cambodians and provided
support in a number of areas, including medical translation, advocacy, family supports, and
navigating social services (NCAHI, 2007). In the 1990s, there were around 150 CMAAs
nationwide; however, decreases in federal policies that impacted refugee and immigrant
communities resulted in increased difficulties for resettled Cambodians as well as for the
CMAAs, which have since dwindled to approximately seven today (Lu, 2016).
Once resettled in the United States, many Cambodians experienced high rates of
poverty and community violence (Berthold, 2000; Kula & Paik, 2016; Marshall et al.,
2005). As noted above, Cambodians resettling from Thai-Cambodian border camps also
had documented rates of poor self-reported health, depression, PTSD, various somatic
complaints, physical pain, and functional limitations (Mollica et al., 1993). By 2014, the
U.S. Census had documented over 326,000 Cambodian residents in the United States, of
whom 51% were foreign-born (US Census Bureau, 2014). In recent years, documentation
of health disparities in the Cambodian community have proliferated. More than two
decades after resettling in the United States, Cambodians continue to experience high rates
of past-year depression (51%) and PTSD (62%), much greater than the 7% and 3% rates
for the same conditions found in the general U.S. population (Marshall et al., 2005). Comorbid PTSD and depression continued to be experienced by many Cambodians three
decades after resettling in the United States (Berthold, Kong, Mollica, Kuoch, Scully, &
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Franke, 2014). Additionally, Cambodian refugees have disproportionate rates of selfreported poor health, compared to both the general population and other Asian populations
(Wong et al., 2011), with higher than average rates of diabetes and cardiovascular risk
factors (Marshall, Schell, Wong, Berthold, Hambarsoomian, Elliott, & Gregg, 2016).
The current poverty rate for Cambodians is around 17.5%, a rate 2% higher than that
of the general population and 5% higher than composite Asian populations (US Census
Bureau, 2014). A 2013 study of Cambodian refugee women documented persistent high
rates of household food insecurity, even two decades after resettlement (Peterman, Wilde,
Silka, Bermudez, & Rogers, 2013). Those who resettled earlier (in the 1980s) reported
greater persistent food insecurity than those who arrived later. Additionally, over one-third
of Cambodians over 25 have less than a high school diploma (Kula & Paik, 2016),
highlighting ongoing economic and educational disparities impacting the Cambodian
community.
Differential generational impacts have been observed between Cambodians who
resettled in the United States as adults, as young adults, and as young children, as well
among their U.S. born offspring. Cambodians in the United States have often found
themselves trying to “straddle” different cultural systems, those that promote traditional
Cambodian values and those shaped by mainstream Western values. Many younger
Cambodians do not speak Khmer well or at all, and are unable to communicate effectively
with those from older generations, some of whom have limited English proficiency, thus
limiting the cultural “passing down” of knowledge and sharing of experiences. Despite
these cultural challenges, Cambodians have exhibited great resilience in creating new
strategies and environments to respond to intergenerational conflict (Lewis, 2010), such as
the creation of programs to support intergenerational bonding through senior-youth
engagement activities (Yoshida, Henkin, & Lehrman, 2013).
Whole community models of intervention have been successfully used with
Cambodian refugees to address health and mental health disparities within the community
(Wagner, Berthold, Buckley, Kuoch, & Scully, 2015). These interventions are relationshipdriven, culturally-centered, and address physical-psychosocial-spiritual needs and engage
community health workers as supports to clinical care. Community health workers have
served as a bridge between Western services and Cambodian refugees (Lu, 2016).
Interventions that engage the community with a culturally-appropriate, strengths-based
approach have included faith-based outreach by temples, churches, and other faith-based
groups. These efforts combine health education outreach by faith communities,
involvement of revered community elders, and transportation support. Such wholecommunity interventions have proved beneficial in increasing communication between
Cambodian refugees and health care providers, medication compliance, and cultural
competence in health care providers, and at the same time decreasing chronic disease
symptoms (Grigg-Saito, Och, Liang, Toof, & Silka, 2008; Grigg-Saito et al., 2010; Wagner
et al., 2015). However, obtaining ongoing funding to sustain such community-driven
interventions and securing buy-in from busy health care professionals may be a challenge
to implementing whole community models for refugees.
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Theoretical Lens
Refugees and asylum-seekers continue to seek to enter or resettle in the United States
as persecution persists and wars rage in countries such as Syria, Iraq, and Afghanistan.
Ecological theory provides support for the importance of a multi-dimensional treatment
approach by social workers serving refugees, and is a prominent and oft-cited theory in the
social work literature (Rotabi, 2007). This framework serves as a holistic theoretical
approach to help understand and organize information about refugees and their sociopolitical environments in the United States. Refugees and their families do not exist in
isolation and are engaged in larger social systems, which intertwine with individuals and
communities. Bronfenbrenner’s (1979) ecological framework posits an interconnectedness
between a person and his or her environment. In order to apply this framework to
understand the experiences of refugees, we must conceptualize these refugees as embedded
in an interactive multi-leveled system, which are separated into five nested subsystems
consisting of the microsystem, mesosystem, exosystem, macrosystem, and chronosystem.
Societal problems, such as poor health outcomes, family dynamics, community violence,
unemployment, and language difficulties, fit well within this model (Hepworth, Rooney,
Rooney, Strom-Gottfried, & Larsen, 2010).

A structural competency approach is congruent with an ecological framework and can
assist social workers to frame and organize the life experiences and multisystem forces,
such as economic, political, and social determinants that impact refugees. Metzl and
Hansen (2014) define structural competency "as the trained ability to discern how a host
of issues defined clinically as symptoms, attitudes, or diseases…also represent decisions
about such matters as health care and food delivery systems, zoning laws, urban and rural
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infrastructures” (p. 128). This approach has five intersecting skill sets: 1) recognizing how
economic, physical, and socio-political structures shape clinical interactions (i.e., insurance
companies dictating how long and what type of services they will cover); 2) developing
clinical language to explain the impact of social environments on one's health (i.e., the
effect racism has on cortisol levels); 3) understanding the importance of culture for
different class and ethnic groups and recognizing how structural inequalities and barriers
can manifest themselves as interpersonal communication and institutional practices; 4)
understanding that structures, such as laws and policies, that shape health and illness are
not immutable and can be altered through structural interventions (i.e., creation of an
intervention program to address rural mental health needs); and 5) developing structural
humility in order to hear and understand the nuances in individual clients stories (Metzl &
Hansen, 2014). Incorporating ecological theory and structural competency into practice
will not only strengthen social workers’ understanding of the unique and potentially
traumatic experiences of resettling refugees, but also the contextual factors that impact
them daily in their new communities (e.g., neighborhood violence, the lack of culturally
appropriate services).

Implications for Social Work
It is incumbent upon social workers to understand the health statuses, psychosocial
well-being, and challenges faced by refugee populations in the United States in order to
promote appropriate policies, educate interdisciplinary health teams, and inform clinical
social work practice. Trauma-informed social workers do not ask refugees, “What’s wrong
with you?” Instead, they ask “What happened to you?” (Substance Abuse and Mental
Health Services Administration, 2014). Trauma-informed systems of care, framed by
ecological theory, expand the focus of intervention from the therapeutic hour between a
social work practitioner and refugee to encompass the broader agency and organizational
systems as well as relevant structural factors in society.
Practice Implications
Implementing a structural competency approach within a trauma-informed system of
care provides social work practitioners with the tools to look beyond microsystem
interactions (e.g., social worker and client) and encourages them to look more holistically
at structural inequalities and social determinants (i.e., racism and discrimination) that shape
and constrain an individual's experiences (Metzl & Hansen, 2014). This is reinforced by a
human rights-based approach to clinical practice (Berthold, 2015). Social workers play a
critical role in providing quality services to refugees in a variety of direct care positions,
including as members of interdisciplinary teams. The NASW (2016) has recently supported
such practice-based interventions through a recommendation in the Standards for Social
Work Practice in Health Care Settings manual, which recommends that assessment
processes are customized for a number of vulnerable populations, including refugees. Ways
in which assessments may be adapted for refugees, however, are not explicitly outlined.
When conducting assessments, social workers must ensure all facets of the refugee's life
are evaluated, which cannot be limited to the present. Rather, social work professionals
must understand the interconnectedness and depth of the refugee's life journeys which
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include past experiences of trauma in his or her home country, during migration, and when
resettling in the new host country (George, 2012). Social workers must also be aware of
the link between trauma exposure and health risks for refugee populations, and can provide
psychoeducation to refugees as well as to providers in the different systems of care working
with refugees. Social workers should work with cultural humility (Metzl & Hansen, 2014)
and determine if potential formal and informal natural supports such as immediate and/or
extended family, places of worship, and other social networks can support a refugee during
his or her resettlement process.
Educational Implications
Given our global society, schools of social work should embed a broader understanding
of the experiences of immigrants, asylum-seekers, and refugees into mandated course
work. Social workers are practicing in diverse settings (e.g., hospitals, schools, child
welfare) where they are called to serve refugee populations. At present, U.S. social work
programs are struggling to include this vital material as well as content on human rights
(Healy & Wairire, 2014). Schools of social work could play a significant role in training
interdisciplinary healthcare teams and organizing and developing curricula framed by a
structural competency approach. Critical components could include content on the
migration experience, health outcomes, trauma, trauma-informed systems of care,
evidence-based intervention strategies, and policy objectives. In fact, the International
Federation of Social Workers (IFSW; 2012) has recommended that refugee studies, crosscultural practice, and access to specialized training in working with refugees and victims
of torture and other traumas be implemented within current social work curricula. Such
curriculum could be helpful to social work students and practitioners, including healthcare
professionals, when conducting trauma assessments and treatment planning with refugees
(Agbenyiga & Huang, 2012).
Policy Implications
Social workers have historically worked in the trenches with our nation’s most
vulnerable populations and engaged in advancing human rights, social action, and social
and economic justice. These concepts are embedded in the profession’s Code of Ethics
(NASW, 2009) and educational requirements for social work program accreditation
(CSWE, 2015). Refugees do not have the right to fully engage in the political system when
they first arrive in the United States, which leaves them voiceless. To fill this void, private
and non-profit partners can join with social workers as advocates and political partners to
improve services and change laws and federal government policies affecting refugee
populations. These coalitions could include churches, Buddhist temples, Mosques, and
other faith-based organizations which traditionally have served as safe havens for many
refugees and as a critical community support. As noted earlier, a fraction of states requires
mandatory mental and physical health screenings of refugees and an even smaller
proportion include screening questions relating to traumatic experiences. Social work
organizations should work with state and federal elected officials to implement mandatory
screenings for all refugees at the time of arrival to assist with their successful resettlement.
For example, Willard, Rabin, and Lawless (2014) successfully used a short trauma and
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torture screening tool with resettled Iraqi refugees in Utah. When thorough screenings are
not conducted, refugees may not receive the services they require to promote their right to
health and successfully integrate into their new home. Of note, in 2016 President Obama
announced an increase in refugee admissions from 70,000 to 85,000 for Fiscal Year 2016
and to 100,000 for Fiscal Year 2017. However, at the time of this writing, President Trump
lowered the cap, by more than half, to 50,000 refugees, through the signing of executive
orders which went into effect on June 29, 2017. The U.S. Congress has not allocated the
appropriate funding for services to meet the growing needs of refugees. These funds are
necessary to help refugees rebuild their lives and to become productive citizens in their
new homes.

Conclusion
The NASW Code of Ethics (2009) mandates social workers to obtain education and
information about issues pertaining to ethnic and cultural diversity, to not support or
facilitate means of discrimination, and to work to prevent and eliminate such discrimination
through social and political action. A policy statement on immigrants and refugees from
NASW (2015) promotes social work education, practice and advocacy around global
migration and refugee resettlement and supports policy changes that would better support
various refugee groups, including families and children. Likewise, IFSW (2012) supports
practice models that involve robust participation of refugees during each stage of
intervention and prevention, and advocates for social workers to be engaged in advocacy
of refugee needs and rights in order to educate the general public, influence policies in
government, as well as in different agencies. Structural competence can support existing
social work theories, such as ecological theory, in identifying skill sets that go beyond
traditional cultural humility in working with trauma-exposed refugees. This article
explored the experiences of Cambodian refugees in order to highlight the various structural
forces impacting one trauma-exposed refugee population. As the number of refugees
resettling in the United States continues to rise, much can be learned from the long-term
resettlement outcomes of Cambodian refugees in the United States so that other more
newly arriving refugee populations may be spared from experiencing some of the same
preventable health and social problems.
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